Although the many reviews of large series of cases of endometriosis mention the rectovaginal septum as a common site and the one most difficult to treat, actual case histories since the period immediately following Lockyer's (1913) classical case are few, and treatment is but scantily discussed. The following 3 cases illustrate the problems of treatment and stimulate thought on the pathogenesis of the disease.
abdominal swelling. She had no dysmenorrheea, dyspareunia or intestinal symptoms.
Bimanual examination revealed a large fibroid uterus. Attached to its posterior surface was a semi-solid swelling which filled the pouch of Douglas, and extended deeply into the rectovaginal septum. The rectal mucous membrane was intact.
Laparotomy revealed a uterus grossly enlarged with fibroids, fixed to the back of which was a tumour of the left ovary the size of a tennis ball. The bowel and omentum were firmly adherent to the back of the uterus and ovarian tumour. The tumour was freed to reveal a solid mass below it, extending down into the rectovaginal septum which was cemented to the cervix and vagina in front, and the rectum behind.
Total hysterectomy with removal of the appendages and a cuff of vagina was performed, the mass being dissected away from the rectum exposing a considerable area of rectal mucosa. This was oversewn and the patient made an uneventful recovery.
The solid part of the ovarian tumour was a fibroma, and the rest a simple cyst; the mass from the rectovaginal septum was a typical adenomyoma.
Case II.-A para-3, aged 32 years, the youngest child being 7 years old, complained of intermenstrual bleeding and rectal pain on intercourse. She had normal painless menses, and no intestinal symptoms. Examination revealed an indurated area in the posterior vaginal fornix, the mucous membrane over it showed the typical blue spots of endometriosis which bled on touching. The uterus and appendages were normal. Biopsy confirmed the diagnosis. She was given methyl testosterone 30 mg. daily for a month, and the lesion disappeared. The dose was repeated daily for a fortnight during the following month, and for a week during the third month. Six weeks after all treatment was stopped there was still no evidence of the lesion. Her periods were normal throughout the treatment.
There is not a large literature on the androgen therapy of this condition. The reported response varies from complete disappearance of symptoms with considerable reduction in tumour size (Masse, Traissac and Dax, 1946) , to only slight alleviation of symptoms with minimal reduction in tumour size even with massive dosage (Wilson, 1940) .
I have found no other case in which the tumour disappeared completely. Case llI. A para-l, aged 38, whose child was 6 years old, complained of contact vaginal bleeding. She had no dysmenorrhcea, dyspareunia, or bowel symptoms.
Pelvic examination revealed a large indurated mass in the rectovaginal septum, extending half-way down the vagina and out into the pelvic cellular tissues, reaching the ischial spine on the left side. The typical blue spots of endometriosis were present in the posterior fornix and bled on touching, the rectal mucosa was intact.
Biopsy showed endometriosis in the proliferative phase, though the endometrial curettings were in the secretory phase. Methyl testosterone 10 mg. was given daily for seven weeks without effect. She was deeply worried about the condition, and felt that it' was interfering with her married life. She was adamant that she did not want any more children.
An artificial menopause was effected using a central dose of 700 r. The choice of deep X-ray therapy was made because the diagnosis was proved; the lesion could not be extirpated without removal of the rectum; and the lesser operation of removing the uterus and ovaries, leaving the mass to regress, would only do the same as deep X-ray therapy, which from her point of view, would leave the genital tract intact. Seven months after treatment, even though her periods had stopped, the symptoms and physical signs were unchanged.
Repeat biopsy and endometrial curettage revealed active endometriosis in the rectovaginal septum in the presence of a completely atrophic endometrium. A waiting policy was adopted, and now seventeen months after treatment although she has had no periods, she still has symptoms, though the bleeding is less severe, and the mass remains unchanged.
Discussion.-The treatment of this condition depends upon the age of the patient, the extent of the lesion and associated diseases. If the patient fails or is unwilling to become pregnant, it would seem that androgen treatment should always be tried as it may cure the Z JUNE 452 Proceedings of the Royal Society of Medicine 18 lesion as in Case II, or reduce it to an operable size (Miller, 1944) . If it fails and the patient is young, and the lesion not too extensive, a conservative operation should be done, excising the lesion if necessary by the abdominovaginal technique of Ahumada and Nogues (1946) .
If it is too extensive for conservative surgery and particularly if there are associated conditions, radical surgery should be done as in Case I, removing the mass for biopsy to exclude associated carcinoma of the rectum, or even malignant change in the endometrium. If the mass cannot be removed, and adequate biopsy can be made through the yaginal fornix, then deep X-ray therapy would seem the best method and has, as described by Hays and Portman (1951), given better results in extensive endometriosis than radical surgery.
Unfortunately, as Case III shows, ablation of ovarian tissue with deep X-ray therapy may fail to cure the condition in a reasonable time, and the atrophic condition of the endometrium does not give reason to suppose that operative removal of all ovarian tissue would have been more successful, nor does it indicate a significant extra-ovarian source of cestrogen. Pathogenesis.-In Case III we had, before radiation, proliferative phase endometriosis associated with a secretory endometrium-a not unusual finding; but we also had, after the radiation, a continuation of the proliferative phase endometriosis with an atrophic endometrium, a condition not previously reported.
Endometriosis is not considered to be a true neoplasm as it is not circumscribed, has no capsule, reacts to hormones like normal endometrium, and is too widespread to be benign, and not invasive enough to be malignant. A capsule is not part of a neoplasm, it is merely the surrounding tissues reacting to compression.
Endometriosis, if it did not bleed, would compress the surrounding tissues as it grew, but because it bleeds it sets up a foreign body tissue reaction more fierce than that of mere compression, and we get, not a capsule, but massive surrounding fibrosis. The lesions, like fibroids, are multicentric, and are derived from a closely allied tissue. The occurrence of fibroids in over 50% of cases of endometriosis and the association of myometrium and endometrium in adenomyomata indicates that these are allied slow-growing tumours. I contend that the variable response of endometriosis to hormones can only be explained by considering the condition as a neoplasm arising from multicentric foci, the different responses being due to the neoplasia occurring at different levels of differentiation.
ACKNOWLEDGMENTS.-I should like to thank Mr. Mitchell for permission to publish the second case, and Dr. W. Whitelaw for preparing the slides and sections.
for which no satisfactory cause could be found, in spite of a full investigation.
Operation.-The uterus was found to be retroverted and markedly enlarged by an anterior wall tumour. The tubes were slightly enlarged and, together with the ovaries, lay beneath the tumour deep in the pelvis. They were grossly adherent to the rectum and peritoneum. With considerable difficulty the tumour and appendages were separated from neighbouring structures and a subtotal hysterectomy with removal of both appendages was completed. The cervix was not removed as there was great risk of damaging the adherent rectum and colon. The gross appearance of the uterus suggested a large intramural fibroid. On opening the tumour, however, the cut surface revealed multiple small abscesses from which thick yellow pus was oozing. The endometrium was thickened and of a yellow colour suggesting caseating tuberculosis.
Streptomycin and PAS were given after the operation and a transfusion was also necessary. Recovery was uneventful and the patient is fit six months later.
Microscopy.-"Myometrium shows extensive adenomyosis with multiple tuberculous foci. Many of these are large and caseous obliterating the adenomyosis. Endometrium shows extensive tuberculous lesions. Smears and cultures from the pus were positive for Myco. tuberculosis. Guinea-pigs inoculated with myometrium and pus were also positive or tuberculosis."
